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: Prnted: 12/21/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2] MULTIPLE CONSTRUCTION [%3) DATE SURVEY

ANO PLAN OF CORREGTION IDENTIFICATION NUMEER: A, BUILOING 01 - MAIN BUILDING 01 COMPLETED
495188 B. WING 19/21/2017

NAME OF PROVIOER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP COOE

APPOMATTOX HEALTH AND REHABILITATON! 235 EVERGREEN AVE
APPOMATTOX, VA 24522

(X410 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORREGTION 5
PREFIX  {EACH DEFICIENCY MUST BE PRECEOED 6Y FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTHON SHOULD BE CamPLETION
TAG | OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
; DEFICIENCY]
K 000: INITIAL COMMENTS K 000

Surveyor: 34730
Construction Type: V{111)

Number of stories: One Story Appomattox Health and Rehibilitation

Cenler's Fire Marshall FOC
Building description: The faclllty is a one-slory riers e Narsha

building of wood frame construction with concrate The facilily desires that the Plan of Correction
floors, and Is separated from the two-story be considered the (acility's allegalion of
building by a 2-hour rated barrier wall. compliance,

Sprinkler Status: The building is fully sprinklered The stalemenls made in this POG are ol an

admisslon and do not conslitute agreement

and protected by NFPA #13 systems supplied by with the alleged deficiencies here in.

a 30,000 gallon static water tank and a diesel fire
pump. Completion Dala 1/26/2018

An unannounced standard recertificatlon Life
Safety Code survey was conducted 12/21/17 in
accordance with 42 Code of Federal Regulation,
Part 483: Requlrements for Long Term Care
Facilltles. The facility was surveyed for
compliance uslng the LSC 2012 Existing
regulations, The facility was not In compllance
with the Requirements for Participation Medicare
and Medicaid.

The lindings that follow demonstrate
non-compliance with Title 42 Code of
Regulations, 483.70(a) et seq {Life Safety from
Firs.}

K181: NFPA 10f Bullding Construction Type and Height K161

Building Construction Type and Height

2012 EXISTING

Building construction type and storles meets
Table 19.1.6.1, unless otherwise permitted by
19.1.6.2 through 19,1.6.7
ms.dt, 18.1.6.5

U\ﬁoy RY DlPFCTOR‘S QC PR P |.1 R REPRESENTATIVE'S SIGNATURE 1 TITLE 1%6) O-E
Wda mﬁzx mistradtze 12129111

Any ﬁe‘ﬁci m':y’slalamenl ending' wilh an aslerisk (*) denoles a deficiency which the Inslilulion may be excused from corracling providing il is Hatarmickd ihat
ather safgguards provide sulliclenl proleclion lo the palienis. (See Insiruclions.} Excepl for nursing homas, Ihe indings slaled above are disclosable 80 days
toliowing dale ol survey whalher or nol a plan ol correclion Is provided. For nursing homes, the above lindings and plans of correclion are disclosable 14
days lolioWing Ihe dale Ihese doecumenls are made available lo the {facifily, It deficlencles are clied, an approved plan of correction Is raquisile lo conlinued
progriam participalion.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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Printed: 12/21/2017
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF OEFICIENCIES (X1} PROVIOER/SUPPLIER/CLIA
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER:
495188

{X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
A. BUILOING 01 - MAIN BUILGING 0% COMPLETED
B. WING 12/2172017

NAME OF PROVIOER OR SUPPLIER
APPOMATTOX HEALTH AND REHABILITATON

STREET ADBRESS, CITY, STATE, ZIP CODE

235 EVERGHEEN AVE
APPOMATTOX, VA 24522

(X4) I
PREFIX
TAG

§IE)\GH OEFICIENCY MUST BE PRECEDED 8Y FULl, REGULATORY

SUMMARY STATEMENT OF DEFICIENCIES
OR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

FROVIOER'S FLAN OF CORRECTION {x5)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCEO TO THE APPROPRIATE OATE
OEFICIENGY)

K161

Continued From page 1

Construction Type
1 1 (442), 1 (332), 11 (222) Any number of
slories
non-sprinklered and
sprinklered

2 1 (111) Cne story
non-sprinklered

Maximum 3 stories
sprinklered

3 11 (000) Not allowed
non-sprinklered

4 1 (211) Maximum 2 storias
sprinklered

5 IV (2HH)

6 V(111)

7 1l (200) Not allowed
non-sprinklered

8 V (000) iaximum 1 story
sprinklered

Sprinklered stories must be sprinklered
throughout by an approved, supervised automatic
system in accordance with sectlon 9.7. (See
19.3.5)

Give & brief description, in REMARKS, of the
construction, the number of storles, Including
basements, floors on which patlents are located,
locallon of smoke or fire barriers and dates of
approval. Complete sketch or attach small floor
plan of the building as appropriale.

This Standard Is not met as evidenced by:
Surveyor: 34730

Based on observatlon and inspection it was
determined that lhe facility failed to malntain
bullding construction. This has the ability to affect
all occupants of the building.

K 1561

FORM CMS-2587(02-88) Previous Verslons Obsolele

youyz1 I conlinualian sheel Pages 20l 7



Printed: 12/21/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES iX1) PROVIOER/SUPPLIER'CUA {X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETEO

485188 B.WING 12/21/2017
NAME OF PROVIOER DR SUPPLIER STREET ADORESS, CITY, STATE, ZIP COOE

APPOMATTOX HEALTH AND REHABtLITATON| 235 EVERGREEN AVE
APPOMATTOX, VA 24522

X410 | SUMMARY STATEMENT OF QEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACHOEFICIENCY MUST BE PRECEDED BY FULL REGULATORY| PREFIX {EACH CORRECTIVE ACTION SHOULD BE GW;‘;TE;_V 1N
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE
OEFICIENGY)
K 181: Continued From page 2 K161

Findings Include:
1. On 12120/2017 the cross comidor smoke doors weare

On 12-21-17 at approximately 10:28 am it was adjusted lo malntain smoke Ughl.

observed through observation and Inspection that On 12/21/2617 caulking added to eliminale any
the cross corridor smoke doors by the Main wiprolected penetraifon In Ihe atile smoke barrier
Entrance are not being maintalned smoke tight. abova the Zona 3 doors,

Contacted Fire Conlraclor 12/26/12017 lo repairireplace

On 12-21-17 at apprOXImately 11:24 am It was attie accass door to malntaln self closing and latching.

observed through observation and inspection that

there is an unprotected penetration in the Attic 3- Malntenance C:g;clgr lo retvif-;iw m?nlhlv S;nogtem

T 00TS, any unpro ed panetrations In smoke bariers
smoke barrier above the Zone 3 doors. and the allle access door for proper closura and lalching.
On 12-21-17 al approximately 11:30 am it was 3. Malntenance Director will verify quarterly lo
observed through observation and Inspection that ﬁn;tum compll?ncf- ;Smokle tli,oor‘a'lmilntg: smo‘l;:

i H ant, no unprotected penelralions In lhe atlle smoke
the rated Attic access door is nol being barler, and the lllc aocess door properly dloses
maintained self closing and iatching. and lalches.)

The Faciiity Mainlenance Director and 4. Each process will be reviewed In QA for two guarters,

Administrator witnessed this evidence by
observalion and Interview,

K 2451 NFPA 101 Fire Alarm System - Testing and K 345
Maintenance

5. Completlon 1/26/2018

1. On 12/212017 {2) heat detectors were reatiached 1o
. . . the mounling brackal,
Fire Alarm Syslem - Tesling and Maintenance ™

Afire alarm system Is tested and maintained in 2. Malnlenance Director will review monthly and
accordance with an approved program complying realiach as needed.

with lI}e requirements of NFPA 79' Natianal 3. Malnlenance Director will review any heai detectors
Electric Code, and NFPA 72, Nalionai Fire Alarm quarterty to ensure compllance of sl heal detectors
and Signaling Code. Records of system allached as required.

:3;?2::2':8' maintenance and testing are reacﬁly 4, Process will be reviewed in QA for two quariers,

9.7.5,9.7.7, 9.7.8, and NFPA 25 5. Comptetlon 12/21/2017.

This Standard is not met as evidenced by:
Surveyor; 34730

Based on observation and inspection it was

| determined that the facliily failed to maintain the

FORM CMS-2567(02-99) Previous Verslons Obsolsle ‘ Yoy i continuation sheel Pags 30! 7
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Printad: 12/21/2017

DEPABRTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (X4) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED

495188 B. WING 1212412017
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

APPOMATTOX HEALTH AND REHABILITATON| 23% EVERGREEN AVE
APPOMATTOX, VA 24522

(X9mo SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION 1X8)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY] PREFIX {(EACH CORRECTIVE AGTION SHOULD BE CDM;;E:_"ON
TAG OR L5C IDENTIFYING INFORMATION) TAG GCROSS-REFESENCED TO THE APPRGPRIATE
DEFICIENGY)
K 345 Confinued From page 3 K 345

fire alarm system, Thls has the abllity to affect all
occupants of the building.

Findings include:

On 12-21-17 at approximately 11:24 am It was
observed through observation and inspection that
2 heat detectors |n the Attlc are not securely
mounted to the mounting bracket,

The Fagillty Malntenance Director and
Administrator witnessed this evidence by
chservation and interview.

K 911 NFPA 101 Electrical Systems - Other Keg11

Electrlcal Systems - Other

Listin the REMARKS section any NFPA 59 1.0n 12121/2017 Device was reattachad to the Junclidn

Chapter & Electrical Systems requlrements that Box.
are not addressed by the provided K-Tags, but

; are deficient. This information, along with the 2. Malntenance Clrector o review monlhly and make

+ applicable Life Safety Code or NFPA standard repalrs as needed.
citation, should be included on Form CiS-2567. 3. Malntenance Direcior to review and verify quarterly
Chapter 6 (NFPA 98) to ensure compliance that no functions boxes are open
This Standard is not met as evidenced by:

| Surveyor: 34730 4, Process will be reviewed In QA for two quariers

- Based on observatlon and inspection it was 5. Complation 12/21/2017.

determined that the fagillty failed to malntain the
electrical system. This has the abllity to affect all
occupants of the building,

Findings include:

On 12-21-17 at approxImately 10:40 am it was
observed through observation and inspection that
there Is an open junction box above the celling
above the Zone 3 doors.

The Facility Maintenance Director and
Administrator witnessed this evidence by
observation and Interview.

FORM CMS-2567(02-99) Previous Verslons Obsolete YouY2i i conlinuation sheet Page 4 of 7
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: Printed: 12/21/2017
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES X1} PROVIOERVSUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (%3) OATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER; A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
495188 B. WING 121212017
NAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY. STATE, ZIF CODE

APPOMATTOX HEALTH AND REHABILITATON| 235 EVERGREEN AVE
APPOMATTOX, VA 24522

(Xap1o | SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 5|
PREFIX {EACH OEFICIENCY MUST BE PRECEOEOD BY FULL REGULATORY| PREFIX {EACH CORRECTIVE ACTION SHOULO BE BOMPLETION
TAG OR LSC IOENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE E
OEFICIENCY)
K 818} Continued From page 4 Kgis
K 818! NFFA 101 Electrical Systems - Essential Electric Ka18
Syste
Electrlcal Systems - Essential Electrlc System ;ie%':i;azl’if,fl:’;’ Electrical conlractor reviewed Ihe
Malntenance and Testing Annual maln and feeder tireull breaker scheduled for -
The generator or other alternate power source inspection on or before 1/26/2018,
an cialed equipment is ¢ i
seg.rlat‘:ses\:fithln 10 9 etx:Jonds If map.? g_le Ofosnlépplying 2. Malnlenance Direclor lo eslablish a PM 16 ensure
R S y e S8c compllance wilh lesting and exercising breakers,
criterion is not met during the monthly test, a
process shall be provided to annually confirm this 3. Malntenance Diraclor lo review and verify monihly lo
capabillty for the life safety and critical branches. ensure compliance.
Malntenance and testing of the generator and 4. Process will be reviewed In QA for two quarters.
transfer switches are performed in accordance
with NFFA 110, 5. Complellon 1/26/2018.

Generator sets are Inspected weekly, exarcised
under load 30 minutes 12 Umes a year In 20-40
day intervals, and exerclsed once every 36
months for 4 continuous hours, Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent parsonnel. Maintenance and testing of
stored energy power sources {Type 3 EES} are in
accordance with NFPA 111, Maln and feeder
circult breakers are inspected annually, and a
program for periodically exercising the
companents Is established according to
manufacturer requirements. Written records of
malntenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked and readily identifiable.
Minlmizing the possibillty of damage of the
emergency power source is a design
consideratlon for naw installations.

6.4.4, 6.5.4, 6.6.4 (NFPA 95), NFPA 110, NFPA
111, 700.10 {NFPA 70}

This Standard is not met as evidenced by:
Surveyor: 34730

Based on observation and inspection it was
determined that the facility falled to maintain the

FORM CMS-2567|02-89) Pravious Varslans Obsolele Youyz1 W corilinuation sheel Page Sof 7



Printed: 12/21/2017

DEPARTMENT OF HEALTH AND HUIMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF OEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%4} OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING 01 - MAIN BUILDING 01 COMPLETED

495188 €. WING 12/21/2017
NAME DF PROVIOER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF COOE

APPOMATTOX HEALTH AND REHABILITATON] 235 EVERGREEN AVE
APPCMATTOX, VA 24522

X0 | SUMMARY STATEMENT OF OEFICIENCIES e} PROVIOER'S PLAN OF CORRECTION 1%5)
PREFIX {EACHOEFICIENCY MUST 6E PRECEOEC 8Y FULL REGULATORY,  PREFIX IEACH CORRECTIVE ACTION SHOULO 6E w”;kg toN
TAG OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCEOD TO THE APPROPRIATE
OEFICIENGY}
K 8918; Continued From page 5 K318

electrical system. This has the ability to alfect all
cccupants of the building.

Findings include:

On 12-21-17 at approximately 10:00 am it was
cbserved through observalion and inspection the
documentation could not be provided to show that
the main and feeder circuit breakers are
inspected annually, and a program for periodically
exercising the components Is established
according to manufacturer requirements. Writlen
records of maintenance and testing are
maintalned and readily avallable.

The Facllity Malntenance Dlrector and
Adminlstrator withessed this evidence by
observalion and Interview.

K 919: NFPA 101 Electrical Equipment - Other Kg19

i . 1. On 12/20/2017 The power strip was plugged directly
Electricai Equipment - Other inlo a permanently Installed receplacle,
List in the REMARKS section any NFPA ¢9 2. Ml Director In-servicad departmen head
Chapter 10, Electrical Equipment, requirements - Mamenance Ulrector ‘n-servicad deparnmen hea
that are not addressed by the provided K-Tags, slaff ragarding Ihe use of power strips. 12/2712017
but are deficlent, This information, along with the 3. Malntenanze lo review monthly lo verify and ensure
applicable Life Safety Code or NFPA standard compliance.
glt’laalg,tg'r 51%03‘!]?:‘;& I;gc)l uded on Form CMS-26867. 4, Process will be reviewed In QA for two quarlers.
This Standard Is not met as evidenced by: 5. Completlon 12/2072017.

Surveyor: 34730

Based on observalion and Inspection it was
determined that the facility falled to malntaln
electrical equipment. This has the ability to affect
all occupants of the bullding.

Findings include:
On 12-21-17 at approximately 10:25 am it was

observed through observation and inspeclion that
a power strip Is not plugged directly Into a

FORM CM3-2567(02-98) Pravious Verslons Qbsolate Youy21 I confinuation shee| Page 8ol 7
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Printed: 12/21/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938.0381
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION 1%4) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING a1 COMPLETED

495188 B, WING 1212112017
NASE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

APPOMATTOX HEALTH AND REHABILITATON| 235 EVERGREEN AVE
APPOMATTOX, VA 24522

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX {EACH CORRECTIVE ACTION SHOULD BE W’g’;femﬂ
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 918! Continued From page 6 K918
permanently instalied receptacie in the HR
Office.. 1. Halr Dryer power plig replaced 12127/2017.
On 12-21-17 at approximately 10:26 am it was 2. Malnlenence Director 1o relvew monihly power plegs
observed through observation and inspection that for any damaged cords and replace as neaded.
a halr dryer n th.e i.seamy ShoP has a damaged 3. Malnlenance jo verify power cords monihly 1o ensure
power cord and is in use. compliznce.

4. Process will be reviewed In QA for two quarters,

Tha Facility Maintenance Director and

s . . 5. Completion 12/27/2017.
Administrator witnessed this evidence by ¢
observation and interview.
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Printed: 12/21/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-035
STATEMENT DF OEFICIENCIES |%1) PROVIDER/SUPPUER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) OATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING D2 - MAIN BUILBING 02 COMPLETEQ

485188 8, WING 12/21/2017
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE

APPOMATTOX HEALTH AND REHABILITATON| 235 EVERGREEN AVE
APPOMATTOX, VA 24522

x40 | SUMMARY STATEMENT OF OEFICIENCIES 0 PROVIOER'S PLAN OF CORRECTION 5)
PREFIX ‘IEACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY| PREFIX {EACH GORRECTIVE AGTION SHOULD BE COM&EJ tON
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE
OEFICIENCY)
K 000! INITIAL COMMENTS K 000

Surveyor: 34730
Construction Type: 11{111)

Number of stories:; Two Stories

Building description: The facility is a two-story
building separated from the one-story main
building by a 2-hour rated barrler wall, The first
floor contalns the dining area, kitchen, and
Physical Therapy Gym. Tha basement contains
the mechanical room and laundry facility. There
are no sleeping areas in this building,

Sprinkler Status: The building is fully sprinklered
end protected by NFPA #13 systems supplied by
& 30,000 gallon static water tank and a diesel fire
pump.

An unannounced standard recertiflcation Life
Safety Code survey was conducted 12/21/17 in
accordance with 42 Code of Federal Regulation,
Part 483: Requirements for Long Term Care
Facilities. The facility was surveyed for
compliance using the 1.SC 2012 Exlsting
regulations. The faclity was notin compliance
with the Requirements for Particlpation Medicare
and Medicaid.

The findings that follow demonstrate
non-compliance with Title 42 Code of
Regulations, 483,70(a) et seq (Life Safety from

Fire.)

K 324 NFPA 101 Cooking Facilities K 324
Cooking Facllities 1. Kifchen Hood Venls were cleaned on
Cooking equipment is prptected In accordance 121272017,

; NFPA 88, Standarg'for Ventilation Controf
LABOBATGRY OIFECTOR'S, O, ViBERSUCPLER REPRESENTAT IVE'S SIGNATURE TILE X5} DATE

WA Yl I\ fs tyoad2a ,2}24 /f7

Any dellﬁncy slalemenl ending wilh an aslerlsk (*) denotes a deliciency which the instilution may ba excused Irom corracting providing Il is délermined Ihal
other satghuards provide sufficien! proleclion lo Ihe pallanis. {See instructions.} Excepl lor nursing homes, Ihe lindings slated above are disclosable 90 days
lollowing Ihe dale ol survey whelher of nol a plan of correclion Is provided, For nursing homaes, Iha above lindings and plans ol correclion are disclosable 14
days lollowing Ihe dale Ihase documenls are made avallable lo Ihe lacllity, |l deficiencles are clied, an approved plan ol cotracilon Is requisile 1o continuad
program participaltion,

FORM GMS-2567(02-99) Previous Varslons Obsolete YOUY21 Il conilnuaion shaal Page 10! 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF OEFICIENCIES
ANO PLAN OF CORRECTION

Printed: 12/21/2017

(X1) PROVIDER/SUPPLIER/CLIA
(DENTIFICATION NUMBER:

495188

FORM APPROVED
OMB NO. 093B-0391
{¥2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
A, BUILOING 02 - MAIN BUILDING 02 COMPLETED
8, WING 12/21/2017

NAME OF PROVIDER OR SUPPLIER
APPOMATTOX HEALTH AND REHABILITATON

STREET ADORESS, CITY, STATE, ZIP CODE
235 EVERGREEN AVE

APPOMATTOX, VA 24522

xqglo | SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDEA'S PLAN OF CORRECTION (X5)
PREFIX {EACH OEFICIENCY MUIST BE PRECECED &Y FULL REGULATORY|  PREFIX {EACH CORRECTIVE ACTION SHOULO BE COM&!EE“O“
TAG | DR LSC ICENTIFYING INFORMATION) TAG CROSS-REFERENCEOQ TO THE APPROPRIATE
DEFICIENCY)
K 324: Continued From page 1 K324

- and Fire Protection of Commaercial Cooking

Operations, unless:

* residentlial cocking equipment {l.e., small
appliances such as microwaves, hot plates,
loasters) are used for food warming or lImited
cooking In accordance with 18.3.2,5,2, 19.3,.2.5.2
* cooking facilitles open to the corridor in smoke
compariments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3,
or

* cooking facllitles In smoke compartments with
30 or tewer patients comply with conditions under
18,3.2.5.4, 19.3.2,5.4,

Cooking faciliies prolected according to NFPA 96
per 9.2.3 are nol required to be enclosed as
hazardous areas, bul shall not ba open to the
carridor,

1B.3.2.5.1 through 18.3.2,5.4, 19.3.2.5.1 through
19,3.2,5,5,9.23, TIA12-2

. This Standard is not mel as evidenced by:
- Surveyor: 34730

; Based on observation and inspaction It was

determined that the facility failed lo maintaln
cooking equipment. This has the ability to affect
all cccupants of the bullding.

Findings include:

On 12-21-17 at approximately 11:09 am it was
observed through chservatlon and inspection that
the Kitchen Hood Venls have an accumulation of
grease,

The Facility Maintenance Directer and
Administraior witnessed this evidence by

2, Mainlenance Director lo reviewfclaan monthly
and other limes as needed,

3. Maintenance Director and Dining Services
Manager to verify monthly to ensure compliance,

4. Process wilt be raviewed in QA for two quariers,

§. Completion 12/27/2017.

FORM CMS-2587{02-99) Previous Varslons Obsolets
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Printed: 1272172017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION X3} DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A. BUILDING 02 - MAIN BUILDING 02 COMPLETED

495188 €. WING 12/21/2097
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

APPOMATTOX HEALTH AND REHABILITATON, 235 EVERGREEN AVE
APPOMATTOX, VA 24522

X410 | SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORRECTION X8|
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED €Y FULL REGULATORY:  PREFIX JEACH CORRECTIVE ACTION SHOULD 6E COMP};-:ET'ON
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE o
DEFICIENCY}
K 324 Continued From page 2 K324
observation and interview.
K741 NFPA 101 Smoking Regulations K741
Smoking Regulations 1. Non-Apar ;
" . - oved Smoking Area cleaned
Smoking regulations shall be adopted and shall 1 2,23,201’:; of cigaratta éﬁts.
include not less than the followlng provislons:
{1} Smoking shall be prohiblted in any room, 2, Staff in-service scheduted lo raview designated
ward, or compariment where flammable liquids, smoking area 12/28/2017,

combustible gases, or oxygen [s used or stored
and in any other hazardous location, and such
area shall be posted with signs that read NQ

3, Maintenance Dlrector to review/clean monlhly
and other limes as needed to ensure compliance

SMOKING or shall be posted with the provided.

intarnational symbol for no smoking. 4. Process will be reviewed in QA for two quartars,
{2} In health care occupancies where smoking Is

prohibited and signs are prorninently placed at all 5. Completion 12/28/2017,

major entrances, secondary signs with language
that prohitslts smoking shall nol be required.

(3) Smoking by patients classified as not

: responsible shall be prohibited.

(4) The requirement of 18.7.4(3) shall not apply
where the patient is under direct supervision.

(5} Ashtrays of noncombustible materlal and safs
design shall be provided in all areas whera
smoking is permitted.

{B) Melal contalners with self-closing cover
devices into which ashirays can be emplled shall
be readlly available to ali areas where smoking is
permitted.

18.7.4,19.7.4

This Standard is not met as evidenced by:
Surveyor: 34730

Based on observation and inspection it was
determined that the facility failed to malntain
smoking reguiations, This has the ahility lo affest
; all oceupants of the building.

Findings include:

On 12-21-17 at approximately 11:35 am It was

FORM CMS-2567(02-99) Pravious Varslons Obsolele YouvYa1 W conlinyation sheel Page 3ol 5



( g

Printed: 12/21/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF OEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATIGN NUMBER: A, BUILOING 02 - MAIN BUILDING 02 COMPLETED

495188 B. WING 12/21/2017
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

APPOMATTOX HEALTH AND REHABILITATON| 235 EVERGREEN AVE
APPOMATTOX, VA 24522

X418 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S FLAN OF CORRECTION 1%5)
PREFIX !IEACH OEFICIENGY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMFLETIoN
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
: OEFICIENCY)
K 741: Conllinued From page 3 K 741

observed through observation and inspeclion that
clgarettes are being improperly disposed of in an
area not approved by the facilities smoking
regulatlons.

The Facility Maintenance Director and
Administrator witnessed this evidence by
observation and interview.

K 818: NFPA 101 Electrical Systems - Essentlal Electric K918
Syste

Electrlcal Systems - Essential Electric System
Malntenance and Testing
The generator or other alternate power source

1. ©On 12/26/2017 Electrizat contractor raivewed
the electrical system.

and associated equipmenl is capable of supplying Annual main and feeder cirouil breaker scheduted!
service within 10 seconds. If the 10-second Hor inspection on or bafore 1/26/2018,

criterion |s not met during the monthly lest, a

process shall be provided to annually confirm this 2. Maintenance Director to establish a PM to
capability for the life safety and critical branches. ensure compliance with lesling and exercising
Malntenance and lesting of the generator and breakers.

ms&egps XJ I1t$ EI?S are performed in accordance 3. Maintenance Direclor to review and verify

monthly to ensure comptianze.

Generalor sets are inspected weekly, exercised

under load 30 minutes 12 times a year in 20-40 4, Process will be reviewed tn QA for two quarierst
day Intervals, and exerclsed once every 36

months for 4 continuous hours. Scheduled test §. Complelion 1/26/2018.

under load conditions include a complete
slmulated cold start and automalic or manual
transfer of all EES |oads, and are conducted by
compelent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are In
accordance with NFFPA 111, Main and feeder
clreult breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked and readily identiflable.
Minimlzing the posslbllity of damage of the

FORM CMS-2567(02-89) Previous Verstons Obsolele Youy21 Il corinuallen sheal Page 4 ol 5
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Prinmed: 12/21/2017

DEPARTMENT OF HEALTH AND HUUMAN SERVICGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN GF CORRECTION IDENT IFICATION NUMEER: A. BUILDING 02 - MAIN BUILDING 02 COMPLETED

4985188 8. WING 12/21/2017
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

APPOMATTOX HEALTH AND REHABILITATON

235 EVERGREEN AVE
APPOMATTOX, VA 24522

x40 | SUMMARY STATEMENT OF DEFICIENCEES

3

PREFIX
TAG

3

(EACH DEFICIENCY MUST 8E PRECEQED BY FULL REGULATORY
OR LSC IRENTIFYING INFORMATION)

(8]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION 151

(EACH CORRECTIVE ACTION SHOULD BE CUM&,EET 10N

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

K918

Continued From page 4

emergency power source Is a deslign
conslderation for new Installations.

6.4.4, 6.5.4, 6.6.4 {NFPA 99), NFPA 110, NFPA
111, 700.10 {NFPA 70)

This Standard is not met as evidenced by:
Surveyor: 34730

Based on observation and Inspactlon I} was
determined that the lacility falled to malntain the
electrical syslem. This has the ability to affect all
occupants of the building. ’

Flndings include:

On 12-21-17 at approximately 10:00 am it was
observed through observation and inspection the
documentatlon could not be provided to show that
the main and feeder circuit breakers are
Inspected annually, and a program for periodically
exerclsing the components is established
according to manufacturer requirements, Written
records of maintenance and testing are
maintained and readily available.

The Facility Maintenance Director and
Administrator witnessed this evidence by
observation and interview,

K918

FORM CMS-:

2567(02-99] Pravious Verslons Obsolale
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PART IV - FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT

(TO BE USED WITH CMS 2786 FORMS) 2W- 1648-001
Provider Number Facility Name Survey Date
» 49-5188 Appomattox Health & Rehab s 12-21-17
K6 DATE OF PLAN K3 MULTIPLE CONSTRUCTION A, BUlLDlNG-
APPROVAL 02 A N
TOTAL NUMBER OF BUILDINGS _ B. WING
06-1988 C. FLOOR
NUMBER OF THIS BUILDING 92 D. APARTMENT UNIT
LSC FORM INDICATOR COMPLETE IF ICFAID IS SURVEYED UNDER CHAPTER 33,
EXISTING
HEALTH CARE FORM
12 | 2786R 2012 EXISTING SMALL (16 BEDS OR LESS)
1. PROMPT
2 2012 N
13 | 2786R 2 NEW “ 5 slow
3. IMPRACTICAL
AHCO FORM LARGE
14 | 2786U 2012 EXISTING
4. PROMPT
15 | 2786U 2012 NEW o 5 sLow
6. IMPRACTICAL
ICF/ND FORM APARTMENT HOUSE
16 | 2786V, W, X | 2012 EXISTING
7. PROMPT
17 | 2786V, W, X | 2012 NEW K8 8 SLOW
9. IMPRACTICAL
K7 112 | SELECT NUMBER OF FORM USED FROM ABOVE
COMPLETE IF ICF/ID 1S SURVEYED UNDER CHAPTER 33,
{Check if K321 or K351 are marked as not applicable EXISTING
inthe 2786 M, R, T, U, V, W, X, and Y.) ENTER E — SCORE
K321: K351: Ka: eg.2.5

K9 FACILITY MEETS LSC BASED ON (Check all that Apply)

Al j’ A2, A3 Ad. AS.

(COMP. WITH ALL (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE

PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC K0180
A . [ c.
B. E FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are (Mot all required areas are (No sprinkler system)
sprinklered) sprinklered)

*MANDATORY

Form CMS-2786R (10/2016) Fage 50



PART IV - FIRE SAFETY SURVEY REPORT

CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS 2786 FORMS) W- 1648-001
Provider Number Facility Name Survey Date
» 49-5188 Appomattox Health & Rehab wa 12-21-17
Ké DATE OF PLAN K3 MULTIPLE CONSTRUCTION A. BUILDING
APPROVAL 02 A
TOTAL NUMBER OF BUILDINGS _ B. WING
06-1988 C. FLOOR
NUMBER OF THIS BUILDING __ ©] D. APARTMENT UNIT
LSC FORM INDICATOR COMPLETE IF ICFAID IS SURVEYED UNDER CHAPTER 33,
EXISTING
HEALTH CARE FORM
12 | 2786R 2012 EXISTING SMALL (18 BEDS ORLESS)
1. PROMPT
786R 2012 NEW
13 | 2786 12N . S SLOW
3. IMPRACTICAL
AHCO FORM LARGE
14 | 2786U 2012 EXISTING
4. PROMPT
15 | 2786U 2012 NEW ‘o 5 sLow
8. IMPRACTICAL
ICF/ID FORM APARTMENT HOUSE
16 | 2786V, W, X | 2012 EXISTING
7. PROMPT
17 | 2786V, W, X | 2012 NEW K8 8 SLOW
9. IMPRACTICAL
w SELECT NUMBER OF FORM USED FROM ABOVE
COMPLETE IF ICF/ID 1S SURVEYED UNDER CHAPTER 33,
{Check if K321 or K351 are marked as not applicable EXISTING
inthe 2786 M, R, T, U, V, W, X, and Y.) ENTER E — SCORE
K3z1: K351: Ks: e.g.2.5

K9 FACIUTY MEETS LSC BASED ON (Check all that Apply)

o w7 s O | s [
{(COMP. WITHALL (ACCEPTABLE PCC) (WAIVERS) (FSES) {PERFORMANCE
PROVISIONS) ) BASED DESIGN})
FACILITY DOES NOT MEET LSC K0180
AL B. ¢ |
B. D FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are (Not all required areas are {No sprinkler system)
sprinklered) sprinkiered)
*MANDATORY

Form CMS-2786R (10/2016) Page 50
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